A computerised summary of all anaesthetics administered by the North Cal?terbury Hospital Board's Department of Anaesthesia was used to examine the work patterns of registrars in the vocational training program over a two-year period. There was a considerable difference in the case load of some registrars even allowing for holidays and other leave. The exposure to surgical specialities and the degree of supervision were examined and problem areas identified. From a relatively simple data base it is possible to obtain information of value in the monitoring of a graduate training program.
deficiencies in our program, and areas where improvements could be made. METHOD A carbon copy of the anaesthetic sheet for all anaesthetics administered in the department is sent to the departmental secretaries, who enter selected items into the files of the Christchurch Clinical School's PDP11170 computer. These include: date, hospital, anaesthetists, patient age and ASA status, elective or emergency, regional or general, surgical service, start time, and duration of the case. A weekly report is prepared giving information about individuals l and departmental workload. A group of output programs allows analysis of the data over longer periods of time.
This report examines data from December 1980 to November 1982 covering the two years of a complete registrar rotation. RESULTS In the period under review five registrars completed two years in the rotation. They were in their second. to fourth year of training. The number of cases done in the two years averaged 1400 per registrar, 36070 being emergency cases. It can be seen from Table 1 that there was considerable variation between registrars, despite approximately the same clinical opportunities. The number of normal working days for which each registrar was available during the two years was established by making allowance for leave of various types, intensive care attachments and theatre closures. This allowed the calculation of elective cases per available day. The variation in workload is still apparent ( Table 2) . Division of the cases by speciality showed that while there was some variation, the registrars had a similar work exposure pattern over the two years (Table 3 ). In the fields of Ear Nose and Throat (ENT), Genito-Urinary, and Ophthalmology, the registrars had less exposure than the department as a whole, while they had more in Obstetrics.
Supervision by a consultant was assumed when he/she had been present in the theatre, and was entered as such on the anaesthetic sheet. It does not include cases which were discussed with a consultant. Table 4 shows the percantage of cases done by supervised registrars for both elective and emergency cases. Emergency cases were further subdivided to examine those cases who had ASA scores of III to V. Data from all registrars completing at least one year in the rotation has been included. Thoracic  5  2  3  5  2  3  3  Obstetrics  9  13  12  13  13  12  5  Others  5  3  3  5  6  4  5 consultant staff. Registrars were supervising house surgeon anaesthetists in 12070 of their cases.
DISCUSSION
Examination of two years of the training program has shown that a wide variation exists in the number of cases done by different registrars even when factors such as holidays and time spent on the cases are allowed for. This variation corresponded with the annual assessment made on these registrars by senior departmental staff. Those assessed as keen and competent were also found to have a greater case load.
The registrars' work divided into one-third emergency cases and two-thirds elective. Of the elective cases 40-50% (depending on seniority) were supervised by consultants. We feel that this is about the correct division of work. The Faculty of Anaesthetists gives guidelines 2 for supervision of vocational trainees in which it defines four categories of supervision. All cases reported in this paper as "supervised" fit their definition of category 1 (direct one-to-one supervision). The least supervision available fits category 4 (supervisor not in the hospital but on call within reasonable travelling time specifically rostered for assistance as needed). It would appear that all our trainees receive adequate in-hours supervision. Out-of-hours supervision of first-year trainees is probably not up to the level recommended by the Faculty, with the registrars doing more cases independently than recommended. All firstyear trainees considered in this review had done at least three months anaesthetics as house surgeons which in New Zealand normally allows them some independent practice. Outof-hours supervision of more senior trainees appears adequate. A reasonable proportion of one-to-one supervision of the high-risk cases (ASA 3-5) was noted although this area needs continued observation.
The registrars have some freedom of choice as to which lists they attend. It appears that teaching by some staff is more sought after than that of others, although other factors such as the presence of students or house surgeons at the lists may influence their decision. This is obviously important 'when planning teaching attachments.
T~e .d~stribution of cases among the surgical specIahtIes showed a serious problem in the obstetric service that the department is aware of and working towards solving. The registrars have been basically responsible for this service and although consultants are available on call a greater amount of supervision is clear I; needed. Registrars did not have a sufficient proportion of ENT cases, because many of these lists have house surgeons or students assigned to them on a regular basis. As this does not apply to genito-urinary lists, there is a need for revision of assignments here.
From a relatively simple data base much information can be obtained about the functioning of a graduate training program. The information presented here should result in an improvement in our program and should ultimately benefit training patterns and so improve patient care.
